A 55-year-old woman was brought to the emergency department with severe substernal chest pain for one hour. The pain was associated with shortness of breath and diaphoresis. She had hypertension for 10 years, with no history of diabetes mellitus, hypercholesterolemia, or smoking. She had a stage IV lung cancer receiving the 6th cycles of chemotherapy with pemetrexed and cisplatin. On physical examination, heart rate was 67beats/min and blood pressure was 95/60 mmHg.
Relevant test results prior to catheterization:
The initial electrocardiography showed sinus rhythm with ST-segment elevation in lead II, III, and aVF. The cardiac markers were elevated: troponin I was 212.65 ng/ml and CK-MB was 522.1ng/ml. Bedside transthoracic echocardiography revealed left ventricular ejection fraction of 35% and hypokinesis in inferior and inferolateral walls of left ventricle.
Relevant catheterization findings:
The left coronary angiography showed minimal atherosclerotic change in the mid segment of left anterior descending artery without visualization of the LCX. There were no collateral flows to the LCX. The right coronary angiography revealed relatively large right coronary artery (RCA) and total thrombotic occlusion in the mid segment.
[Interventional Management] Procedural step: We thought that the RCA was the culprit vessel, and a 6 Fr Judkins right (JR) guide catheter was engaged to perform percutaneous coronary intervention (PCI) via right radial artery. We were concerned about massive intracoronary thrombosis because under the poor left ventricular systolic function, no-reflow phenomenon or thrombus propagation to the distal coronary artery after revascularization could lead to fatal results. Thrombus aspiration was tried with coronary thrombosuction device (Thrombuster II, Kaneka Medix, Knankawa, Japan), but it was not seem to be effective because of the extremely large thrombus burden. We decided to extract massive thrombus directly using the 6 Fr JR guide catheter instead of thrombosuction device because the diameter of the right coronary artery was large enough for 6 Fr guide catheter to advance into the lumen. The JR catheter was deeply positioned into the mid segment, and thrombus aspiration was done carefully for several times. After these procedures, all of the system were removed from the sheath and flushed. Remnant thrombus was aspirated using a 5 Fr daughter catheter (Heartrail, Terumo) and the coronary thrombosuction device. Massive fresh red thrombus was extracted and the final coronary angiography revealed complete recovery of coronary flow and the super-dominant RCA with its posterolateral branches to supply the lateral wall of the left ventricle corresponding of the territory of LCX appeared. The patient received intracoronary abciximab (250mg/kg bolus, 10mg/min for 12hrs) subsequently. Dual antiplatelet therapy including aspirin and clopidogrel, and intravenous unfractionated heparin were continued for 8 days. At day 8, the repeated coronary angiography was performed. Minimal remnant thrombus was seen in the large RCA but not in the distal branches. Significant luminal stenosis was not observed, and which was confirmed by intravascular ultrasonography (Atlantis SR Pro, Boston Scientific). Mr. Tseng, 68 year-old male. Three weeks ago, he received primary PCI due to inferior wall STEMI in other hospital. At that time, the coronary angiography revealed STEMI (culprit vessel: RCA) and CAD with DVD. A bare mental stent (3.0x28 mm) had been put in middle segment of right coronary artery (RCA).This time, he was admitted due to persisted chest tightness and short of breath. We repeat the coronary angiography again. Relevant clinical history and physical exam: Three weeks ago, he received primary PCI due to inferior wall STEMI. Relevant test results prior to catheterization: At that time, the coronary angiography revealed LAD-P: CTO LCX-P: 20% stenosis RCA-M: AMI A bare mental stent (3.0x28 mm) had been put in middle segment of right coronary artery (RCA). This time, he was admitted due to chest tightness and short of breath. We repeat the coronary angiography again.
The angiography showed a stenosis in the middle segement of RCA, just proximal to the previous stent.
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